Global burden
We now know that an estimated 17 million lives were lost in 2010 from conditions requiring surgical care. About 30% of the global burden of disease can be attributed to surgically treatable conditions. [4] This figure is more than the combined global deaths caused by HIV, tuberculosis (TB), and Malaria. [5] The burden of untreated surgical conditions falls heaviest on individuals living in LMICs. [6] Moreover, within LMICs, people with the lowest income, those living in rural areas, and those who are marginalized bear the brunt. [7] 
Burden in India
The burden of conditions requiring surgery is not readily available in India but can be gauged from the results of a nationally representative mortality survey which estimated that there were about 72, 000 deaths from acute abdominal conditions alone in 2010. [8] This number is far in excess of deaths due to maternal causes. [9] If this is the number of acute abdomen conditions, then the total for all conditions needing surgical intervention would be much higher. The appalling fact is that most of the 72,000 patients received little or no care, forcefully driving home the trilogy of tragic delays -the delay in seeking care, the delay in reaching care, and the delay in receiving care.
Cost effectiveness of surgical interventions
Data has shown that contrary to general belief simple surgical procedures that save lives and prevent disabilities are cost-effective and compare favorably with other standard public health interventions in terms of disability-adjusted life years (DALYs) averted. For example, ORS interventions at district level hospitals in LMICs; [10] Bacillus Calmette-Guérin vaccination for prevention of TB; HIV treatment with multidrug therapy. [11] Many areas of children's surgical care are extremely cost-effective in LMIC and provide substantial societal benefits. [12] The cost of obstetric emergency care at a rural hospital in Bangladesh compared favorably to many other primary interventions such as Vitamin A distribution; acute lower respiratory tract infection; or measles immunization. [13, 14] 
Return on investments: Improve access
If the surgical and anesthesia services are improved, we can reduce losses due to economic productivity and save up to US$ 12.3 trillion in LMICs, and also prevent reduction of annual gross domestic product growth by as much as 2%. [4] By providing basic, life-saving surgical care we would be able to avert each year at least 77.2 million DALYs. [15] The investments should be able to improve access of 5 billion people to safe, affordable, surgical, and anesthesia care when needed. In the world's poorest countries, over 80% of individuals face impoverishing expenditure (being pushed below the poverty line) if they need surgery. It should be possible to prevent 33 million individuals from facing catastrophic health expenditure due to payment for surgery and anesthesia each year.
The investment in surgical and anesthesia is thus affordable, saves lives, and promotes economic growth.
What is being done in India?
To draw attention to increased focus of global health on surgery the Association of Rural Surgeon of India (ARSI) had in a meeting in Karad in December 2015 drafted a consensus statement identifying key areas of focus for the rural surgery agenda. The statement focused on three areas for immediate action: work force improvement, blood products safety, and their availability.
In March 2016, the first meeting of India National Surgery Forum focused on the three issues identified in the Karad Consensus Statement as key to ensuring universal access to surgical care. It agreed to conduct baseline assessment of surgical capacity, and facility assessment and that planning should occur at state-level with efforts to be led by surgeons from respective states. Later in July 2016, an "implementing Lancet Commission of Global Surgery, India" (iLCoGS) has been created to undertake activities to implement the recommendations of LCoGS. The iLCoGS would play the advisory role in facilitating and training needed for such assessments. The next steps identified include generation of awareness about the importance of surgery among public health officials; address rural-urban disparity, and conduct baseline assessment and feasibility assessment in each of 29 states. [16] 
Role the associations of public health can play
For too long public health has failed to see surgery as its integral part, it is time to change this paradigm in India. The four lenses that are needed to view the various dimensions of surgical access are that of geographical access and distance from a functioning hospital, the availability of the essential infrastructure and workforce, the ability to perform surgery safely under appropriate anesthesia and finally, its affordability. The associations of public health/community medicine/ preventive and social medicine can play a very constructive role in this endeavor. The ARSI has already chalked out a program of year-wise activities for health delivery and management, augmenting workforce and making surgery affordable with the various health schemes. The associations of professionals of public health in India should reach out to their counterparts in surgery to give specific technical inputs in this vast multidisciplinary area. Conceiving, designing and conduct of surveys; performing cost-effective and cost-benefit analysis; health financing; and economic feasibility studies are squarely within the purview of public health, not the surgeons. It is important for public health professionals to partner the surgeons in these research activities.
It is a golden opportunity for the public health professionals to contribute in strengthening national surgery systems and improve clinical outcomes. The issue is not how surgery benefits by getting on the public health stage, but rather how public health can improve equity, access, and universal health coverage by integrating surgery. The WHO has included in its 100 core Health Indicators, six measures of national surgical system strength recommended by the LCoSG. [2] These six indicators measure the preparedness of a surgical system to deliver care; the volume and quality of care provided; and the financial impact of the care provided. Each country is expected to generate data on these indicators. We too, need to generate data on the indicators which will provide a baseline from which to strengthen surgical infrastructure and monitor the progress.
Working together public health and surgeons' associations should expedite: i. Conduct of a baseline survey on all WHO indicators covering all states and union territories ii. Forming multidisciplinary teams with professional surgical associations for surgical system strengthening, mainly at the District hospital.
The burden of surgical conditions is high, but its perception is poor. The access to surgical care is low, and the disparity among populations is great. Together we need to change this. Surgery is an indivisible, indispensable part of public health. [17] The delivery of surgical care is also critical for the realization of many of the sustainable development goals: Good health and well-being (Goal 3); no poverty (Goal 1); gender equality (Goal 5); and reducing inequalities (Goal 10).
The Indian Public Health Association is most appropriately placed to catalyze this change to ensure that essential surgical services are available to everyone who needs them and when they need them. This would contribute to promoting equity, social justice, health security, and provision of universal health care.
